The vertebrobasilar system (VBS) is responsible for causing 25% of ischemic strokes (1, 2). Approximately one-fifth of the posterior system strokes are caused due to the stenosis developing at the exit site of the extracranial vertebral artery (VA) from the subclavian artery (3). VA orifice stenoses are among the correctable causes of posterior system strokes that can be treated using developed imaging and treatment modalities.
Discussion
Vertebral artery stenosis is one of the most important causes of posterior system ischemic symptoms. Medical, surgical, and endovascular methods are used in the treatment of VA stenoses (4, 5) . Endovascular treatment should be considered as a first-line option for patients with posterior system strokes that develop despite appropriate medical treatment or for patients who have asymptomatic bilateral carotid occlusion and in whom collateral circulation is provided only through VA (6, 7).
The extent of the ischemic area that can develop after cerebral artery occlusion depends on the adequate degree of cerebral collateral circulation that can compensate for decreased blood flow. Cerebral primer collateral pathways are intracranial anastomoses (Willis polygon, leptomeningeal, parenchymal anastomoses) (8, 9) . Of the collateral systems, the most important is the Willis polygon that provides an even and balanced distribution of intracranial blood flow, which is critical for carotid artery and VA occlusion (10) . In long or chronic stenotic processes, cerebral circulation assumes the function (11, 12) . In our case, despite the presence of three vessel occlusions, cerebral blood flow was similarly provided through only VA that was narrow but open and through Willis polygonal anastomoses. Such a situation as in our case has been extremely rarely described in the literature.
Vertebral artery orifice stenosis is one of the correctable causes of posterior system strokes and is now being diagnosed more frequently using modern imaging modalities such as computerized tomography (CT), MR angiography, and DSA.
The elimination of VA orifice stenoses by balloon angioplasty or stenting is a successful treatment method under appropriate anticoagulant-antithrombotic therapy. VA angioplasty was first performed in 1980 by Sundt et al. Numerous clinical studies conducted since then have indicated the importance of angioplasty and stenting in the treatment of vertebrobasilar atherosclerotic disease (13) (14) (15) (16) (17) . Technical success depends on the development of materials used in endovascular treatment, the degree of stenosis, the vascular tortuosity, and the experience of the neuroradiologist who performs the procedure. The technical success rate was found to be 100% in primary stenting studies of Kızılkılıç et al on 14 cases with severe VA orifice lesions (18) . In the treatment of VA orifice stenoses, precise positioning is of great importance since a portion of the stent will have to extend to the subclavian artery. Previously, stents cut from a tube were used to prevent breakage in the orifice lesions due to the angulation of VA with subclavian artery, while balloon expandable stents are used today. Drug-releasing stents may also reduce restenosis in this region where restenosis is more prominent (5, 14, 19) . VA balloon angioplasty and anticoagulant and antithrombotic treatment protocols as a medical therapy after stenting are the standard applications indicated in the literature (20, 21) .
Conclusion
Vertebral artery orifice stenosis is one of the correctable causes of VBS strokes. Today, it is diagnosed more frequently using modern imaging methods. Balloon angioplasty and/or endovascular treat- 
